It is suggested that these lesions should be classified into three main categories based on embryology-bronchogenic cyst (resulting from a defect of lung budding), intramural oesophageal cyst (true duplication), and enteric cyst (resulting from the split notochord syndrome). A series of 41 patients is reported. Seven of our patients suffered complications, and in two cases these nearly resulted in the death of the patient. These complications are described and their serious import is used to emphasize the desirability of surgical removal of all these foregut derivatives before complications ensue.
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Cystic intrathoracic lesions of foregut origin are now well recognized and account for approximately 10% of lesions presenting as mediastinal tumours (Morrison, 1958) . The terminology used to describe mediastinal endodermal cysts has been confused and sometimes ambiguous. The embryological derivation of these lesions has been the cause of much speculation. The purpose of this paper is to report a series of 41 intrathoracic foregut cysts, to show that they fall into three distinct categories on the basis of embryology, to emphasize the occurrence of serious complications, and, for this reason, to urge surgical removal of the lesions.
MATERIAL
The cases studied were all seen in the period 1948 to 1971 in the Edinburgh Thoracic Unit and are listed in the Table. Fourteen of these cases have already been reported (le Roux, 1962) .
EMBRYOLOGY
The notochord begins to appear in the third week of embryonic life. Occasionally the notochord splits so that a gap is left in the dorsal tissue mass between the two halves of the notochord (Fig. 1 (Laipply, 1945; Maier, 1948 and 29 had non-ciliated columnar and squamous epithelium respectively. The likely embryological explanation of these lesions is that they represent true duplications, the result of defects in the vacuolation process as above described. Fallon et al. (1954) suggested the name intramural oesophageal cyst for these lesions. These cysts are never associated with vertebral abnormalities.
ENTERIC CYST Cases 35 to 41 fall into this group. These are cystic structures lying in the posterior mediastinum and usually separate from the oesophagus. They have a variable epithelium and a muscular wall resembling that of the intestine. Their attachment is posteriorly to the spine (Fallon et al., 1954; le Roux, 1962) . They are commonly associated with vertebral abnormalities, as in cases 37, 39, 40, and 41. Embryologically these lesions are part of the split notochord syndrome already described. These cysts are usually firmly attached to the body of the vertebra by fibrous tissue which results from degeneration of that part of the fistula which penetrates the spine.
Because the spine and foregut elongate at a different rate the final position of the cyst is caudal to that of the vertebral defect. Radiographs of the cervical and upper dorsal spine may therefore be necessary to demonstrate these vertebral defects.
PRESENTATION
The majority of our cases were asymptomatic and were diagnosed on routine radiography or by an incidental film during the investigation of another condition. Four were discovered as surprise findings at thoracotomy performed for another condition (cases 30, 33, 40, and 41) . Three patients had asthma, but we believe this to be an incidental association. Seven of our patients presented with some complication.
COMPLICATIONS
Seven patients developed complications and, in two of these (cases 25 and 35), the resulting illness was grave. INFECTION This was the most common complica-Cystic intrathoracic derivatives of the foregut and their complications tion and occurred in five cases (2, 11, 20, 25, and 35).
Three patients suffered relatively minor illness from infection. Case 2 developed right-sided chest pain and pyrexia. Radiography showed a right upper mediastinal shadow. At thoracotomy a cyst filled with pus was removed. The cyst lining had been destroyed by inflammation. Case 11 was a baby aged 1 year who presented with an acute febrile illness and developed stridor. Radiography showed a right upper mediastinal shadow. At thoracotomy an acutely inflamed cyst was removed and the child recovered. Case 20 presented with chest pain and haemoptysis and a chest x-ray showed a middle lobe opacity with a fluid level. At thoracotomy an infected cyst lined by squamous epithelium was removed.
Case 25 had been known to have a right upper mediastinal shadow since the age of 6 years. Operation was advised in 1963 ( Fig. 2a) but the patient declined because he was asymptomatic. In 1966 he was admitted to a medical unit because of acute chest pain. The pain was mainly in the right costal margin but radiated up the right side of the chest into the neck, jaw, and gums. The pain was of only moderate severity and the patient was ambulant in the ward. Radiography (Fig. 2b) showed that the mediastinal shadow had increased in size and two days later it was still larger. The patient agreed to surgery and arrangements were made for his transfer to the thoracic unit. However, before this could be arranged, he had a sudden attack of severe crushing retrosternal pain radiating into the neck. He was hypotensive and his jugular veins were grossly engorged. A chest film (Fig. 2c) showed that the mediastinal shadow had greatly increased in size, the cardiac shadow was enlarged, and there was a right pleural effusion. An emergency right thoracotomy was performed. At operation there was a 300 ml right-sided pleural effusion. A large cystic upper mediastinal swelling had ruptured into the pericardium which contained a large quantity of turbid fluid. The heart action and the patient's general condition improved dramatically when the pericardium was opened and the tamponade relieved. The cyst which was attached to the trachea was excised. (Christoffersen, 1948; Nicholls, 1940; Matheson, Cruickshank, and Matheson, 1952) . In this series two patients (30 and 41) had gastric-lined cysts, and one of these (41) developed complications. This patient was a girl aged 17 with a history of epigastric pain since early childhood. She had had a productive cough since the age of 5 years. Bronchograms showed left lower lobe and lingular bronchiectasis. At operation a 4 cm posterior mediastinal cyst was found adherent to the lung. The cyst was lined by gastric epithelium. Peptic ulceration of gastric-lined mediastinal cysts into the lung is well described (Boss, 1937; Seydl, 1938) When a mediastinal shadow presents as a chance finding in an asymptomatic patient, reluctance to advise thoracotomy is understandable. However, this is an unacceptable attitude on two grounds-first, the difficulty (and sometimes impossibility) of making a firm diagnosis and, second, the fact that many of these mediastinal lesions tend to undergo complications which may be serious or lethal. This paper demonstrates the risk of complications (7 out of 41 cases) in cystic foregut derivatives and again emphasizes how serious these complications may be. Unless there is some important contraindication, it is the duty of a surgeon to recommend thoracotomy at the time that the mediastinal lesion is first recognized. 
